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AA & NHPI DISPARITIES
AND API-CHN






What are health disparities?

“Population-specific differences in the presence of
disease, health outcomes, or access to health care.”

Health Resources and Services Administration (HRSA)

Population-specific differences refer to race/ethnicity,
gender and sexual orientation.






Why do health disparities exist?

Health disparities among the Asian American(AA)
and Native Hawaiian/Pacific Islander(NHPI)
communities are associated with:

e The current system’s failure to recognize how various
cultures and beliefs might affect APIs’ ability to access
health services effectively; and

e The API groups’ inability to communicate their needs
and health concerns within the healthcare system.






AA & NHPI health disparities

On the national level

A/}ls have a greater likelihood of tuberculosis and Hepatitis B compared to non-Hispanic
Whites.

AA and NHPI men and women experience elevated rates of incidence of liver and IBD

cancer and elevated mortality levels from stomach cancer compared to non-Hispanic
Whites.

Native Hawaiians carry a disproportionate burden of diabetes compared to other ethnic
groups.

AIDS cases in the past five years among AA continue to climb although they have
declined among non-Hispanic White in the U.S.

Sudden Infant Death Syndrome (SIDS) is still among the top five causes of death for AA
and NHPI groups.

Source: Office of Minority Health






AA & NHPI health disparities

On the state level:

Similar to the nationwide data, Asian Americans represent the
majority of tuberculosis and chronic Hepatitis B cases in California.

Cancer is the leading cause of death among AA and NHPI.

e Screening compliance for cervical and prostrate cancers is lower
among AA than the states average particularly among Korean and
Vietnamese individual.

e Burden of liver cancer among AA and NHPI is greater than all
other health disparities reported in the U.S.






AA & NHPI health disparities

(con’t.)

Diabetes rates among NHPIs, Filipinos, Vietnamese, and South Asians all exceed state
averages.

Filipino adult males are more likely to be smokers compared to other adult males.

Koreans are more likely to be uninsured than any racial/ethnic group in California.

Mental distress is reported more frequently among Vietnamese and NHPI

Source: California Asian Pacific Islander Joint Legislative Caucus (2009, April). The state of Asian American, Native
Hawaiian and Pacific Islander Health in California Report. Retrieved on May 21, 2010 from




http://democrats.assembly.ca.gov/members/a49/pdf/AANHPI_report_091.pdf



AA & NHPI health disparities

On the local level:

AAs have the second highest age-adjusted rate of Tuberculosis cases next to Hispanics.
e TBrates among AA (19.5) were double the county rate (8.4) in 2007.

AAs and NHPIs exceeded county death rates resulting from cervical cancer, diabetes and asthma;
and exceeded county hospitalization rate on those diagnosed with coronary heart disease.

Cancer and cardiovascular diseases were the two leading causes of death among AAs and NHPIs.

AA and NHPI reported relatively higher proportions of pre-term births and low-births and very low
birth weights compared to county rate.

Suicide has been reported as the seventh leading cause of death among AA and NHPIs.

Source:County of San Diego, HHSA, Public Health Services, Community Health Statistics Unit
(2010). County of San Diego Community Profile by Region and Sub-regional Area. Retrieved on May 21, 2010 from




https://webmail.foundation.sdsu.edu/exchweb/bin/redir.asp?URL=http://www.sdcounty.ca.gov/hhsa/programs/phs/documents/CHS-CommunityProfile_County_2010.pdf



THE API COMMUNITY
HEALTH NETWORK

A partnershlp among Operation Samahan Inc San Diego






We exist to address AA & NHPI health disparities and

improve their health outcomes in San Diego through
IMPROVED RESEARCH
ACCESSIBLE RESOURCES & INFORMATION






Preliminary key findings

Health disparities do exist at the national, state and local levels within the AA & NHPI communities.

Multiple gaps exist in research conducted locally. The type of research that exists does not appear
to represent community needs or concerns. There is a strong need to continue to conduct addei)tional
research that will provide an enhanced understanding of this very diverse group and begin to create
a dialogue that would be beneficial in developing the appropriate and effective programmatic
interventions for this community.

Despite the huge and diverse differences among AA and NHPI communities, there exists general
common health practices and beliefs which can build on to reduce health disparities within the
AANHPI communities.

Conducting ongoing grassroots as well as ethnic-specific community needs assessments may be a
cost-effective way of generating data and information at the grassroots level.

Resources that serve this ty%e of population do exist. However, these resources are scattered and at
times are not accessible to those most in need.






RECOMMENDATION #1

Expand research topics to include studies that
disaggregate the AA & NHPI communities into sub-
ethnic populations as well as the inclusion of the
following health topics:

Tubercul
Maternal

l0sis and infectious diseases

| health

Oral health






Recommendation #2

Explore ways how to integrate community based
issues as well as utilize grassroots volunteers and
stakeholders in defining research agenda for their
communities. Community Based Pa

rticipatory

Research (CBPR) is still a new framework that needs
to be explored. There is so much promise in this type
of research that connects grassroots participation in

the design, collection as well as ana

ysis of

data/information from and within the unique sub-

ethnic communities that make up the AA & NHPI.






Recommendation # 3

Explore ways how San Diego County Health and
Human Services can work closely with the AA &
NHPIs in developing culturally competent health
delivery models as well as generating information and

data that truly reflect the health issues of this
population.






Recommendation #4

Provide funding for this target population that will
create a local initiative to address their unique
healthcare needs and concerns.






Conclusion

* “Ajourney of a thousand miles
beginswith a single step”
Lao Tsu

We have begun the first step.
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COUNTY VISION

A County that is
Healthy, Safe, and Thriving
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 A County that is Healthy, Safe and Thriving is the vision that guides us. 



The County’s Health and Human Services Agency provides a number of core health programs.  However, All county departments play a role in improving the health of residents.













()

HEALTH STRATEGY AGENDA

Building
Better Health
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Today, I am here to ask that you support our County’s Health Strategy Agenda: Building Better Health



This Plan will serve as the County’s blueprint for improving community health and quality of life over the next decade and unify activities from all County departments to promote health.   







()

BACKGROUND

Prevention

Access

Care & Treatment
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In the fall and winter of last year, the framework for the Health Strategy Agenda was presented to staff, advisory boards and community partners and stakeholders.  



At that time we shared that our framework was built on three pillars:



Prevention

Access, and

Care and Treatment



And that services would be targeted to three populations



General

At-Risk

High-Need, High-Cost 







()

BUILDING THE PLAN

Better System

Healthy Choices

Policy & Environmental Change

Culture Change
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I am extremely happy to report that we received an enormous amount of interest and input from staff, advisory boards, partners and community stakeholders.   



As we delved into the input and categorized the strategies – four major themes emerged. Those themes are:



Building a better system by providing health services that maximize quality, eliminate waste, and focus on results



Supporting Healthy Choices by empowering residents to take action and responsibility for their health



Pursuing policy changes for a healthy environment to make it easier for residents to make healthy choices, and



Changing the Culture Within the organization to support positive health outcomes





()

|. Quality and efficient
care

2.Access to Care

3.Improve systems
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Services will be innovative to maximize quality and eliminate waste and resources will be optimized to build a better system.  This will result in quality and efficient care that is accessible and outcome driven. People served by the County will not just receive care, but will be given the tools they need to manage their health.  



What does this mean?



For Advisory Board Presentation give examples from the plan that are relevant to the group being addressed



For Board meeting show a clip of what this means









|. Healthy eating
2. Active living

3. Tobacco and drug
free lives
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People want to be healthy.  Armed with the right information, people can be empowered and motivated to take action to improve their health and manage their conditions.   If you recall, back in the fall I shared the 3-4-50 Principle with you.   That is:



Three behaviors – poor nutrition, lack of physical activity, and tobacco use – 

Contribute to four diseases - heart disease/stroke, cancer, type 2 diabetes, and respiratory conditions, such as asthma.  

Result in over 50 percent of deaths



This theme will impact 3-4-50 by:

Encouraging healthy eating,

Advancing active living, and

Supporting tobacco and drug free lives



What does this mean? 



For Advisory Board Presentation give examples from the plan that are relevant to the group being addressed



For Board meeting show a clip of what this means







Policy &
Environment

|. Access to healthy
foods

2. Active communities

3. Tobacco and drug
free communities
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Part of being able to make healthy choices is to make it easier for people to engage in healthy behaviors.  Removing barriers to healthy living includes pursuing policies and environmental changes that make it easier for people to access healthy foods, engage in physical activity, and live in tobacco and drug free environments. 



This theme will also impact 3-4-50.



What does this mean?



For Advisory Board Presentation give examples from the plan that are relevant to the group being addressed



For Board meeting show a clip of what this means







Increase knowledge
Promote wellness

Implement policies and

practices to support
health
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A healthy workforce is a win/win for everyone.  Improved health brings better quality of life and decreased health care costs.  Healthy workers miss fewer days of work and they are better equipped to assist customers.  



Our County workforce of 16,000 has the ability to positively influence the overall wellbeing of our community; thus, the County will:



Increase employee knowledge about health

Promote employee wellness, and

Implement polices and practices for employee health. 



What does this mean?

For Advisory Board Presentation give examples from the plan that are relevant to the group being addressed



For Board meeting show a clip of what this means







W|II we

HO know we

made a difference?
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We make a difference now – 

Tell a story – that portrays how we make a difference in health - - if possible would be nice if story could be threaded through following slides.



CUSTOMIZE TO GROUP – Give a story that is related to what we are trying to accomplish with this Agenda and how this will make a difference











()

MEASURING SUCCESS

* Develop framework
* Recognize success looks different
* Evidence based

* Seek input
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We are developing a framework to evaluate success of achieving the vision for A county that is Healthy, Safe and Thriving.  



Evaluation is a complicated science, we will tap on experts to assist us in developing a meaningful evaluation framework that recognizes success can look different at various stages of life.







By 2020, the County of San Diego will
deliver cost-effective, integrated
services that lead to people and

communities that are:

Healthy, Safe, and Thriving

o
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This is our vision.  We want to deliver services that are cost-effective and integrated.  This will not only promote healthy communities, but also safe and thriving communities.



But the change has to start with us.  By us, I mean the County family.  To be successful, we need to work together on all of these strategies.  We also need to practice what we preach.  We need to do whatever we can to encourage healthy behaviors.









Next Steps

ACTIONS

Implement strategies for Building Better Health

Develop plan for Safe Communities

Develop plan for Thriving Communities






Building Better Health
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Healthcare Reform:

Overview of changes for Californians

Shelley: Saitewitz, MPH = County o San Diege; Health & Human Senvices Agency,





Agenda

v Current CA Health Insurance Coverage

v

v
v
v

Highlights of Affordable Care Act (ACA)
mpact on CA with NO' Insurance
mpact on CA with Insurance

Reform Timeline
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Brief overview of the following topics which are detailed in materials from CA Healthcare Foundation. 



We’ll cover changes in coverage, key reforms, and what options will be in place….







CA Health Insurance Coverage

v 49.8% Employment-based all yr

v 24.3% Uninsured all or part of yr

v 16.5% Medi-Cal or Healthy Families all yr
v/ 5.2% Private all yr

v 4.3% Other all yr





Highlights of Healthcare Reform

v’ Affordable Care Act signed Marech 2010
v Fully implemented in 2014
v Est. 94% ofi CA will be insured

v Bans insurers from:
o Denying coverage due to pre-existing conditions
o Dropping coverage of people who become sick

o Charging higher premiums because of health
ISSUEsS
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Highlights of Healthcare Reform

(cont’d)
v Requires employers to provide health insurance,
or be subject to penalties

v Encourages small'employers to provide
coverage In exchange for tax credits

v Reqguires individuals to obtain health insurance
or pay penalty, unless they gualify for certain
exemptions

v Allows parents to extend health insurance to
children up to age 26
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Changes for Californians with No Insurance

Annual Income

Individual .

Up to $14,400

Family of Four
UL LIS

Up to $29,327

Coverage Options

\,A

Eligible for Medi-Cal. Low-income Californians
who are U.S. citizens, as well as most legal
immigrants, can enroll in Medi-Cal, the state’s
Medicaid program.

Copayments of $1 to $5 for selected
services. A provider may not refuse
care if a patient cannot pay for the cost
of a visit.

Up to $43,320

Up to $88,200

Eligible to buy subsidized private coverage
through a new health insurance exchange
market. Participating insurers must offer a
package of “essential” benefits that covers
at least 60% of health care expenses.

Buyer's share of premium may not
exceed 2% of annual income at the low
end of the earning scale to 9.5% at the
top. Yearly limits on out-of-pocket costs
also apply.

$43.321 and
above

$88,201 and
above

Required to buy private coverage. Ineligible
for subsidy.

Subject to market rates. Individuals

who remain uninsured will be liable for
penalties of up to 2.5% of their income
unless they qualify for certain exemptions.

Source; California Healthcare Foundation






Changes for Californians with Insurance

Source of Coverage Options New Costs and Benefits
Coverage
\ —

Employer o Stay in employer plan. If your employer continues to offer | Lifetime dollar limits on insurance payouts

: Ve -
[m s m ke ommin liass tk mem mlimmimmba

Individual * Keep current plan. If your insurer continues to offer the same | Lifetime dollar limits on insurance payouts
Policy coverage, you can renew it. However, new policies must are eliminated. Caps on out-of-pocket
comply with federal minimum coverage standards; older costs apply.

plans that don't meet this test cannot enroll new customers. . -
Medicare taxes will increase for

*» Shop for coverage through the insurance exchange. individuals with annual incomes ahove
Individuals with incomes below $43,320 can qualify for $200,000, or families earning more than
federal tax credits to help offset premium costs. $250,000.

* Farticipate In fong term care insurance. ANEW Payiol |24 ean no longer be used for over-the-
deduction will allow employees to qualify for long term counter drugs,
care benefits after a five-year waiting period. The program

s voluntary; those who do not opt out will be enrolled Employer-provided insurance valued at
automatically $10,200 or higher ($27,500 for families)

will be subject to federal tax.
T m n s i s e s e INCOMES @DOVE $5D,UUU and NOUSenolds

in rural areas, inner cities, and other underserved areas earning more than $170,000.
u will be paid a 10% bonus, which may make it easier for

beneficiaries to obtain care.

California HealthCare Foundation www.chcf.org






Reform Timeline

» Medicare beneficiaries pay less * Insurers required to cover sick children ® Medicare taxes rise on . ngeral tax on .
for preventive care services e Lifetime limits on insurer payouts prohibited  incomes above $200,000 high-value benefit

* Tax credits for certain small e Children allowed to remain on parents’ peryear  Long term care  Packages begins
employers begin policy until age 26 benefit available

® Uninsured people with * Seniors who exceed Medicare drug * Medi-Cal eligibility expanded
health problems eligible for coverage limit receive $250 rebate » Insurers barred from denying coverage

state insurance program * Voluntary payroll deduction for » Individual requirement to obtain coverage begins

long term care coverage starts » Insurance exchange opens for business

* Subsidies for buying coverage available

Source; California Healthcare Foundation





Reform Timeline:
Public Coverage

v Medi-Cal expansion effective 2014
o All Individuals under 64, <133% FPL

o |ransition children 6-18, 100-133% from HF
- Medi-Cal

o Current/former foster children up to age 26
v Eligibility/enrollment changes 2014
v Maintenance of Effort

o Adults > 2014
o Children ~> 2019
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Medi-Cal, Healthy Families and AIM Income Eligibility as Percent of Federal Poverty Guidelines (FPG), California,

2007

300% FPG Eligible Eligible for Healthy Families
for AIM if Less than Two Years and
Mother in AIM il

250% FPG

200% FPG

133% FPG

100% FPG

75% FPG

Not
Eligiblefi

Not Eligible

Ages Ages 19-20, Disabled All Other

19-64 Medically

It
with Children | Indigent/Needy and Aged Adults

Pregnant

Wornen Children

Adults

EPG = Federal Poverty Guidelines, which are used to administer
federal means-tested programs and are similar but not identical to
the Federal Poverty Levels.

i Pregnant women with household incomes up to 3009% FPG are,
however, eligible for the Access for Infants and Mothers program
(AIM).

i Children up to 2 years old with household incomes under 300%
FPG and mothers in the AIM program are automatically enrolled in
the Healcthy Families program.

i In 2007, 22 counties (including county regions) had county-based public-
private parcnership programs (most often called “Healthy Kids™) that insured
children through age 18 up to 300% FPG, regardless of immigration status.”

Medi-Cal = “full scope” Medi-Cal only, excluding eligibilicy for che share-of-
COSt program.






Reform Timeline:
IHealth Insurance Exchange

v July 2010: HHS will establish internet
portal by which resident may: identify
affordable coverage ins options within the
State

v January 2014: Exchanges must be
operational
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Reform Timeline:
Private Coverage

v June 2010: HHS establishes Temporary.
High Risk Pool throughi 2014

v - September 2010-2014: New Insurance
Standards implemented

o Health Plans — September 2010 Highlights

No lifetime limits on essential benefits/restricted
limits on annual coverage

Preventive services without cost-sharing
Dependent coverage up to age 26

No withholding of coverage for children under 19 w/
pre-existing conditions
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Reform Timeline:
Basic Health Plan

v January 2014: States have the option of
creating a Basic Health Plan for:

o All under age 65, 134%-200% FPL

o LLegal immigrants <133% within 5 waiting
period

« Funding comes from Fed $ that would
otherwise have supported tax credits/cost-
sharing had this group enrolled in the state
Exchange.
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Questions?
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SD-KHAN
Community Collaborative -

Retention and Utilization Meeting
June 23, 2010
SD-KHAN

1:30 - 3:00 p.m. " Afiordable Mfgdi::ai agd Dental Coverage
r Your Children

County Health Complex - San Diego Room

3851 Rosecrans, San Diego, 92110

AGENDA

~, Welcome and Introductions Peggy Yamagata
MCFHS, County of San Diego

™ Health Disparities among Asian Pacific Islander Fe Seligman
- Operation Samahan

Using Technology to Communicate with Teens Brian Hayes
‘ Youth 2 Youth Center, Operation Samahan

Healthcare Reform Update Shelley Saitowitz

MCFHS, County of San Diego

2% County of San Diego's Health Strategy Agenda Dean Sidelinger
Deputy Public Health Officer, County of San Diego

m Retention and Utilization Workgroup Kym Hodge
& Budget Update MCFHS, County of San Diego
#  Enrollment Statistics

Announcements/Information Sharing

., Adjourn

Next Meeting:
Wednesday, October 27,-2010,.10 00-pm, Location TBD

Thank you for your continued collaborai we-dll work together to increase
access, and improve utilization and retentiof of healthcare for child!

Have a great summer!





COMMUNITY HEALTH
IMPROVEMENT PARTNERS

moking o difference together

Care Committee

NEXT MEETING:

JULY 16™

Projects of the

Access to Care Committee:

B'd‘:g_oogous,ﬁei!yeches and Bumas
Beforeyougatethedoctor
What to de whenr your ch#d gets sick
Train thetrainer program

it

] v

2010 Meeting Schedule

Friday, July 16™
Friday, October 15
9:30-11:00 am

at the Council of Community Clinics
(7535 Metropolitan Dr)






Quick Summary of May Revision
- Healthy Families Program
®»  The Governor’s January proposal’s to “trigger” complete elimination and roll-back eligibility from
250% FPL to 200% FPL have been eliminated from the May Revise, as both proposals violate the
MOE provisions in national health reform. However, the Governor’s January proposal to eliminate
vision coverage and increase premiums for families with incomes from 150 to 200% FPL by $14 per
child ($16 per child to $30) is still on the table ($21.7 M reduction).
»  Added Inereasing premiums and cost sharing in Healthy Families, for a savings of $16.5 M.
o Increases premiums for families with incomes from 200 to 250% FPL by $18 per child ($24
per child to $42).
o Adding $100 inpatient copayments per day, not to exceed $200
o Increases emergency room copayment from $15 to $50
*  Requests a one-time increase of $25.8 M in funding provided by the state and local
First 5 Comimissions to help fund the costs of children up to five years old eurolled
in Healthy Families from households with incomes from 200 to 250 percent of
poverty. (The overall contributions requested from these commissions in 2010-11 are
$81.4 million for children receiving insurance through the Healthy Families Program
and $50 million for children receiving services through the Department of
Developmental Services.),

Medi-Cal
= Restores optometry services as directed by federal law.
*  Cuts Medi-Cal by limiting or placing financial barriers to care

o  Limiting prescriptions to six per month, except for life-saving drugs ($4.2 M reduction)

o  Eliminates certain over-the-counter drugs ($13 M reduction)

e) Limits the number of physician or clinic visits to 10 per year—excluding children ($69.2 M
reduction)

o  Establishes a maximum annual benefit dollar cap on hearing aids, durable medical
equipment, incontinence supplies, urological supplies, and wound care supplies ($3.8 M
reduction)

o Increases cost sharing with $5 copayments on physician/clinic/dental/and certain pharmacy
visits, $50 copayment for ER visits, $100 per day copayment and $200 maximum for hospital
stays {$218.8 M reduction)

" Shift seniors and people with disabilities into Medi-Cal managed care ($137.3 reduction)
»  Freezing hospital rates at current levels ($64.9M reduction)

Other Changes and Spending Reductions

The May Revision also maintains the Governor’s January proposal to include full elimination of coverage
for 90,000 legal immigrants. The May Revision also drops the Governor’s January proposal to divert
Proposition 10 dollars (First 5) to the General Fund each year through 2014-15 which would have
threatened First 5’s support for children’s healthcare services at the local level.

Health Care Reform Regulations

I wanted to share that HHS recenily released three new health reform regulations for public comment. On
Thursday's committee call I can review this with everyone but hoping I can get a few volunteers from the
group to help comment on the Web portal regulation. Please let me know if your organization would
like to assist with drafting comments.

Web Portal: This new HHS-run website will show consumers the health insurance options that exist in
their state, including information about available private insurance policies, premium prices, and
information about Medicaid and CHIP eligibility. The Web portal will be launched July 1, 2010, but HHS
plans to add more to the site, such as performance ratings for health plans, by October 2010. Although the
majority of the rule discusses definitions and HHS's authority to collect needed information from insurers,
the preamble to the rule describes HHS's innovative plans for the site. HHS encourages consumers to
provide comments as to what they would find most useful on the site. Comments are due June 4, 2010,
Since the website will be launched July 1, it is best to submit your comments as early as possible to
make sure your input is considered!






Dear Michelle,

We are almost two months out from the historic signing of the health reform law, and
implementation is in full swing. You have another chance for public comment as the federal
government continues to develop regulations that darify the new health reform law. If you
have not yet participated, it is an important opportunity to help shape health reform and
ensure that the new regulations are both effective and consumer-friendly.

The Department of Health and Human Services (HHS) recently released three
regulations for public comment. The announcements explain how to comment to HHS;
or you can let Families USA know about your concerns so that we can incorporate them into
our comments. Please email us at stateinfo@familiesusa.org.

1. Dependent Coverage of Children To Age 26: Before health reform, young adults
could not remain on their families' health insurance plans. Now coverage has been
extended to the age of 26, which will be helpful for those who are having trouble
finding or affording health coverage. These interim final rules explain at what point
young adults will be able to remain on their parents' plans. If they have already
dropped off their parents' plans by the time the law goes into effect, plans will
provide a special opportunity for them to rejoin. There will also be a special window
for parents to rejoin a plan or to join a different plan that offers better dependent
coverage. Comments are due August 11, 2010 and the rules go into effect
September 23, 2010.

2. Web Portal: This new HHS-run website will show consumers the health insurance
options that exist in their state, including information about available private
insurance policies, premium prices, and information about Medicaid and CHIP
eligibility. The Web portal will be launched July 1, 2010, but HHS plans to add more
to the site, such as performance ratings for health plans, by October 2010. Although
the majority of the rule discusses definitions and HHS's authority to collect needed
information from insurers, the preamble to the rule describes HHS's innovative plans
for the site. HHS encourages consumers to provide comments as to what they would
find most useful on the site. Comments are due June 4, 2010. Since the website
will be launched July 1, it is best to submit your comments as early as
possible to make sure your input is considered!

3. Reinsurance for Eariy Retirees: This helps employers pay the cost of high claims
for early retirees by setting up a government program that reimburses partlc:patlng
plans up to a certain amount. Comments are due June 4, 2010.

Please ernail us with your comments o help shape the new federal regulations at
stateinfo@familiesusa.org, and/or comment directly to HHS. Thank you for your continued
hard work.






